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ABSTRACT

Background. Data on the development and outcomes of effec-
tive interventions to address aberrant opioid-related behavior
(AB) in patients with cancer are lacking. Our outpatient sup-
portive care clinic developed and implemented a specialized
interdisciplinary team approach to manage patients with AB.
The purpose of this study was to report clinical outcomes of
this novel intervention.
Materials and Methods. The medical records of 30 consecutive
patients with evidence of AB who received the intervention and
a random control group of 70 patients without evidence of AB
between January 1, 2015, and August 31, 2016, were reviewed.
Results. At baseline, pain intensity (p 5 .002) and opioid dose
(p 5 .001) were significantly higher among patients with AB.
During the course of the study, the median number of ABs per
month significantly decreased from three preintervention to

0.4 postintervention (p < .0001). The median morphine equiva-
lent daily dose decreased from 165mg/day at the first interven-
tion visit to 112 mg/day at the last follow-up (p 5 .018),
although pain intensity did not significantly change (p 5 .984).
“Request for opioid medication refills in the clinic earlier than
the expected time” was the AB with the highest frequency prior
to the intervention and the greatest improvement during the
study period. Younger age (p < .0001) and higher Edmonton
Symptom Assessment System anxiety score (p 5 .005) were
independent predictors of the presence of AB.
Conclusion.The intervention was associated with a reduction in
the frequency of AB and opioid utilization among patients with
cancer receiving chronic opioid therapy. More research is
needed to further characterize the clinical effectiveness of this
intervention.The Oncologist 2018;23:263–270

Implications for Practice: There are currently no well-defined and evidence-based strategies to manage cancer patients on chronic
opioid therapy who demonstrate aberrant opioid-related behavior. The findings of this study offer a promising starting point for the
creation of a standardized strategy for clinicians and provides valuable information to guide their practice regarding these patients.
The study results will also help clinicians to better understand the types and frequencies of the most common aberrant behaviors
observed among patients with cancer who are receiving chronic opioid therapy. This will enhance the process of timely patient
identification, management, or referral to the appropriate specialist teams.

INTRODUCTION

Although chronic opioid therapy is the main treatment of
cancer-related pain [1, 2], its aberrant use has resulted in signif-
icant challenges in cancer pain management. Prescription
opioids account for 18.9% of all drug-related deaths [3]. The
magnitude of the issue prompted the implementation of cer-
tain key nationwide measures, including the recent release of a
U.S. Centers for Disease Control and Prevention guideline for
prescribing opioids for chronic non-cancer-related pain [4], an
unprecedented letter from the Surgeon General to U.S. physi-
cians regarding the cautious use of opioids [5], and an American
Society of Clinical Oncology policy statement on access to

opioids for cancer pain [6]. With the support of the U.S. Con-
gress, the Obama administration signed into law the Compre-
hensive Addiction and Recovery Act of 2016, intended to
develop programs and increase access to treatment as part of
efforts to combat the opioid epidemic [7]. There has been an
inherent challenge in the medical community to maintain the
complex harmony between ensuring legitimate access to
opioids and minimizing complications from its aberrant use by
patients with chronic pain and the general public.

Patients with advanced cancer were previously felt to be at
lower risk for opioid abuse [8, 9]. However, recent evidence
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indicates that it may be more prevalent than was previously
thought [10–14]. Although such patients represent a minority
of patients with cancer receiving chronic opioid therapy [15],
they typically consume a significant amount of time and resour-
ces at the expense of opioid-adherent and critically ill patients
who need the clinic staff the most. In view of these significant
challenges, there is a need for clinicians to develop strategies to
address this issue more effectively in routine clinical practice.

Various measures have been suggested, such as universal
screening using validated risk assessment tools [16], ongoing
monitoring of aberrant opioid-related behavior (AB) [17, 18],
and the use of the prescription monitoring program database
[19] and urine drug screens (UDS) [20–22]. However, there are
limited data regarding outcome assessment of these measures’
impact on aberrant opioid use. Our outpatient supportive care
clinic (SCC) developed and implemented a comprehensive
specialized interdisciplinary team intervention to help manage
patients with AB. The purpose of this study was to report
outcomes of this intervention. We sought to determine the
frequency and type of common ABs and examine the changes
in patient behaviors, symptoms, and opioid use within 3
months following the intervention. We also obtained explora-
tory data on the predictors of AB among patients with cancer
receiving opioid therapy.

MATERIALS AND METHODS

Study Participants and Procedure
The medical records of 100 patients seen at the University of
Texas MD Anderson SCC from January 1, 2015, to August 31,
2016, were reviewed. Patients were eligible if they were 18
years or older, had a current or past diagnosis of cancer, and
were receiving chronic opioid therapy (defined as the treat-
ment of pain with opioids for 7 or more days [18]). The sample
consisted of two different cohorts. Cohort A was a purposeful
sample of 30 consecutive patients with documented evidence
of AB who received the specialized interdisciplinary team inter-
vention. Cohort B was a random sample of 70 patients without
documented evidence of AB who were seen in the clinic during
the same period. This sample was selected for comparison of
key clinical characteristics.

Data Collection
Patient demographic and clinical characteristics were obtained
at the initial consultation visit, intervention visits, and last visit
within 3 months following the date of intervention. Characteris-
tics included age, gender, race, cancer diagnosis, cancer stage,
educational status, insurance status, morphine equivalent daily
dose (MEDD), Edmonton Symptom Assessment System (ESAS)
[23–25], performance status, Memorial Delirium Assessment
Scale [26, 27], and Cut Down, Annoyed, Guilty, and Eye Opener
questionnaire adapted to include drugs (CAGE-AID) score [14,
28, 29]. For those who received the intervention, we carefully
reviewed each of their patient encounters at the University of
Texas MD Anderson Center within the preceding month and
each visit within 3 consecutive months following the interven-
tion in order to obtain information regarding ABs. These
encounters included all inpatient and outpatient visits with any
physician, emergency room visits, and telephone calls.

Data on the various aberrant opioid-related events for all
patients were independently gathered by two different investi-
gators; both had the clinical experience and expertise to recog-
nize the presence of those events in the patients’ medical
charts. These two investigators then met with a third investiga-
tor to compare their results, and any discrepancy was discussed
in detail until a mutual agreement was reached among the
three investigators.

We identified and tabulated the following eight commonly
identified ABs based on literature [17, 18, 30, 31]: “Request for
opioid medication refills in the clinic (either via phone or in per-
son) earlier than the expected time,” “request for excessive
dose increase of the opioid medication not consistent with
patient’s pain syndrome (either via phone or in person),”
“reports of lost or stolen opioid prescription/medication,”
“seeking opioids from multiple providers (e.g., primary oncolo-
gists, emergency room physicians, outside physicians),”
“request for specific opioid medications,” “resistance to
changes in the opioid regimen,” “reports of the use of street
drug,” and “abnormal UDS result if not accounted for above.”
Any other AB was documented as “other” (such as reports of
impaired functioning in daily activities due to opioid use, family
member concerns about patient’s inappropriate opioid use,
and reports of tampering with or forging opioid prescriptions).

The Supportive Care Clinic Process
The University of MD Anderson SCC sees mainly patients with
advanced cancer and a smaller number with early-stage disease
or in early remission [32]. In accordance with the routine deliv-
ery of care, the patient and family are initially assessed by the
nurse, who gathers pertinent clinical information with the use
of a template. The findings are discussed with the palliative
care physician, who then conducts an interview with the
patient and family, does a physical examination, and subse-
quently formulates the assessment and plan. Other members
of the team are involved in the care of the patient when
necessary.

Intervention
The intervention in this study is an interdisciplinary interven-
tion provided by a specialized team called the Compassionate
High Alert Team (CHAT). The team consists of a palliative care
physician and two or more of the following members: a pallia-
tive care trained registered nurse, psychologist or counsellor,
pharmacist, social worker, and patient advocate. Representa-
tives from the risk management department or security per-
sonnel may be involved when legal or safety issues become
imminent.When the physician and/or clinic nurse identifies AB
based on history, physical examination, risk assessment tools
and/or UDS, they will involve the team. Prior to the patient
visit, the team will meet to debrief on the case, derive strat-
egies, and formulate a plan. They will then collectively have a
“chat” with the patient during his or her clinic visit to address
any concerning issues related to the patient’s opioid use,
openly discussing the goals of opioid therapy, expectations,
potential risks, and alternatives related to their pain manage-
ment. The encounter is conducted in a supportive and nonjudg-
mental manner with emphasis on the need for patient and
family safety. Certain measures to ensure patient safety may be
instituted when necessary, such as decreasing the time interval
between follow-ups for refills, limiting the opioid quantity and
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doses at each visit, and transitioning a patient from opioid anal-
gesics to nonopioid analgesics or nonpharmacological
interventions.

At the end of the visit, the attending physician will docu-
ment the outcome of the encounter, overall assessment, and
plan of care. The physician will then determine the need for the
patient to continue receiving the intervention at subsequent
clinic visits until a positive behavioral change is observed.

Roles of the Specialized Interdisciplinary Team
Members

� SCC physician: determines and approves the need for the
team approach, leads and facilitates the discussion,
reinforces education on opioid safety and guidelines, docu-
ments the outcome of the patient visit, and formulates
and outlines the subsequent treatment plan related to the
patient’s care.

� SCC nurse: coordinates patient care, performs initial patient
screening using risk assessment tools, conducts baseline
medication review, helps to identify and coordinate pertinent
teammembers, and provides education on opioid safety.

� SCC psychologist or counselor: provides supportive counsel-
ling to the patient and patient’s family and provides coping
techniques and nonpharmacologic means for pain
management.

� SCC social worker: assesses patient, family, and caregiver
needs, provides counselling, facilitates logistical issues, and
explores community resources available for patients.
� SCC pharmacist: assists with medication review and patient
education, monitors the state prescription drug monitoring
program database, and assists with interpretation of UDS
results.

� Patient advocate: provides patient support and facilitates
optimal communication between the team members and
patient or caregiver.

These roles are applied when all team members are available.
When a team member is absent, his or her duties will be reas-
signed among those present, if possible, to ensure that all the
aspects of the interdisciplinary intervention are delivered to
the patient during the CHATencounter.

Statistical Analysis
Descriptive statistics of patients’ demographics, clinical charac-
teristics, the number of ABs (per patient per type of AB for
each defined period), and the change in the number of ABs
were provided using mean, standard deviation, median, range,
frequency, and percentage. The Wilcoxon rank sum test was
used to examine the difference in patients’ characteristics in
continuous measures between two groups (intervention vs. no
intervention). The chi-square test or Fisher’s exact test, as
appropriate, was used to examine the difference in patients’
categorical characteristics between two groups. The Wilcoxon
signed-rank test was used to examine patients’ change of ESAS
measures between two time points (at intervention and last
follow-up visit within the study period) and also to examine
patients’ change in number of ABs before and after interven-
tion (standardized as “per month”). Univariate and multicovari-
ate logistic analyses were used to examine the association
between patients’ characteristics and the presence of AB.

We also determined the number of patients who attained
complete response, partial response, stable response, or worse
response to the intervention in each consecutive month follow-
ing the intervention. All computations were carried out in SAS
9.3 (SAS Institute, Inc., Cary, NC, www.sas.com).

Definition of Terms

For the purposes of our study, we defined complete response
as the absence of any ABs within the month, partial response
as a decrease from baseline in the number of ABs within the
month, stable response as no change from baseline in the num-
ber of ABs within the month, and worse response as an
increase from baseline in the number of ABs within the month.
Results were analyzed according to intention-to-treat. There-
fore, patients who did not return for follow-up each month
were considered nonresponders.

The total symptom distress score (SDS) was calculated as
the sum of all the ESAS scores. A higher score indicates higher
symptom distress, whereas a lower score indicates less symp-
tom distress [33–35]. In a previous study, the optimal minimal
clinically important difference cutoff for SDS was found to be
�12 points for improvement and�21 point for deterioration
[34].

RESULTS

Between January 1, 2015, and August 31, 2016, a total of 100
patients were included in the analysis, 30 consecutive patients
who underwent the CHAT intervention and, during the same
period, a random control group of 70 patients without AB
selected for comparison of clinical characteristics. Table 1
presents information on patient demographics and clinical
characteristics. The median age was 57 years. Sixty-one percent
were female and 70% were white. Eighty-three percent of
patients had advanced cancer. At baseline, the median ESAS
pain intensity (8.5 vs. 6, p 5 .002), SDS score (47 vs. 35,
p 5 .009), and MEDD (65 mg/day vs. 25 mg/day, p 5 .001)
were higher in the intervention group than the nonintervention
group.

Results from logistic regression models (Table 2) indicate
that univariately, younger age (p< .0001), CAGE-AID-positive
status (p 5 .004), higher intensity of pain (p 5 .004), depression
(p 5 .001), anxiety (p 5 .0003), financial distress (p 5 .0001),
symptom distress score (p 5 .0126), and higher opioid dose
(p 5 .002) were associated with the presence of AB. In a multi-
variate analysis, the odds for the presence of AB were 0.93 per
1-year increase in age (p< .0001) and 1.28 per 1-point increase
in anxiety score (p 5 .005).

Table 3 shows the change in the number of documented
ABs per month per patient before and during the 3 months
after the intervention. The median (range) number of behaviors
significantly decreased from 3 (1–6) preintervention to 0.4 (0–
3) postintervention (p< .0001). Figure 1 also shows the fre-
quency and types of individual ABs observed during the study
period. “Request for opioid medication refills in the clinic ear-
lier than the expected time” was the AB with the highest fre-
quency prior to the intervention and the greatest improvement
during the study period. The least prevalent preintervention AB
was “resistance to changes in opioid regimen.” Every individual
AB decreased in frequency over the course of 3 months follow-
ing the intervention.
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Table 1. Baseline patient demographic and clinical characteristics

Covariate Total (n 5 100); n (%)
Intervention

(n 5 30); n (%)
No intervention
(n 5 70); n (%) p value

Age: median (range) 57 (19–85) 40 (19–68) 62.5 (19–85) <.0001

Gender

Female 61 (61) 19 (63) 42 (60) .75

Race

White 70 (70) 17 (57) 53 (76) .12

Black 19 (19) 10 (33) 9 (13)

Hispanic 9 (9) 3 (10) 6 (9)

Other 2 (2) 0 1 (1)

Highest educational level

Less than college 32 (43.3) 12 (60) 20 (37) <.0001

Some college and above 42 (56.8) 8 (40) 34 (63)

Data missing 26 10 16

Insurance

Medicaid or indigent 3 (3) 2 (7) 1 (1) .18

Medicare 38 (38) 8 (27) 30 (43)

Othersa 58 (59) 20 (67) 39 (56)

Cancer type

GI 26 (26) 6 (20) 20 (29) .0003

Thoracic 21 (21) 2 (7) 19 (27)

Breast 16 (16) 6 (20) 10 (14)

Head and neck 12 (12) 3 (10) 9 (13)

GYN 8 (8) 5 (17) 3 (4)

GU 4 (4) 0 4 (6)

Leukemia or lymphoma 4 (4) 3 (10) 1 (1)

Other 9 (9) 5 (17) 4 (6)

Cancer stage

Advancedb 82 (82.8) 22 (73) 68 (87) .006

Early or NED 17 (11.1) 8 (27) 9 (13)

Data missing 1 0 1

CAGE-AID score

Positive 14 (14) 9 (30) 5 (7) .005

Performance status

0–2 70 (73) 20 (74) 50 (72) .27

3–4 26 (27) 7 (26) 19 (28)

ESAS: median (range)

Pain 7 (0–100) 8.5 (0–10) 6 (0–10) .002

Fatigue 6 (0–10) 6.5 (0–10) 6 (0–10) .79

Nausea 2 (0–10) 4 (0–10) 1 (0–10) .13

Depression 2 (0–10) 4.5 (0–10) 1 (0–10) .0007

Anxiety 4 (0–10) 6 (0–10) 3 (0–10) .0003

Drowsy 3 (0–10) 3 (0–10) 3.5 (0–10) .55

Shortness of breath 2 (0–9) 2.5 (0–8) 1 (0–9) .43

Appetite 4 (0–10) 4 (0–10) 4 (0–10) .95

Feeling well being 5 (0–10) 5.5 (0–10) 5 (0–10) .03

Sleep 5 (0–10) 5.5 (0–10) 5 (0–10) .26

Financial distress 3 (0–10) 6 (0–10) 1 (0–10) .0001

Spiritual pain 0 (0–10) 0 (0–10) 0 (0–9) .17

SDS 38 (0–80) 47 (16–74) 35 (0–80) .009

MEDD, median (range) 40 (0–1500) 65 (0–1500) 25 (0–410) .001
aPrivate insurance or self-pay, not indigent.
bMetastatic, locally advanced, relapsed, or refractory.
bolded p values indicate statistical significance.
Abbreviations: CAGE-AID, Cut Down, Annoyed, Guilty, and Eye Opener questionnaire adapted to include drugs; ESAS, Edmonton Symptom
Assessment System; GI, gastrointestinal; GU, genitourinary; GYN, gynecological; MEDD, morphine equivalent daily dose; NED, no evidence of dis-
ease; SDS, total symptom distress score.
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The median MEDD (range) of all intervention patients who
had at least one follow-up visit significantly decreased from
165 mg/day (30–1130) at the intervention to 112 mg/day (0–
810) at the final follow-up (p 5 .018), although the ESAS pain
intensity did not significantly change (7 vs. 7.5, p 5 .984). The
predefined responses to the CHAT intervention among the 30
patients who received it were also assessed for each visit within
3 consecutive months following the intervention. At 1 month,
11 out of 23 patients who returned for follow-up had complete
response. According to intention-to-treat, 11/30 (37%) were
considered complete responders. By the end of 3 months, 14
out of 16 patients who returned for follow-up had complete
response. According to intention-to-treat, 14/30 (47%) were
considered complete responders.

DISCUSSION

In this preliminary study, we report on the impact of a
novel interdisciplinary team approach to managing
patients with cancer receiving chronic opioid therapy who
demonstrated evidence of aberrant opioid use. We found
that the use of the intervention resulted in a significant
reduction in the frequency of ABs and the amount of
opioid utilization.

AB has multiple underlying biomedical, psychosocial, finan-
cial, and legal factors and therefore requires the expertise of
multiple providers working together to address these issues
[36]. This approach is likely to prevent burnout in any individual
provider who tries to address the issue alone. Programs that do
not have all the resources may still adapt the concept and tailor
the roles to suit their immediate needs.The finding in this study
provides valuable evidence during this era when efforts to

establish proven strategies to curb the opioid crisis are much
needed.

We found that certain ABs were more frequent and may be
more responsive to change than others. This novel analysis pro-
vides a key step in our understanding of such patients, as
efforts are needed to modify behavior and improve adherence
among patients with cancer receiving opioids. Whereas in
some patients complete behavioral change is potentially
achievable, it may not be so in others; hence goals for such
patients may need to be directed at minimizing harm. It is
conceivable that some behaviors, such as losing medications,
may be relatively less concerning than others, such as injecting
or “shooting” oral formulations. More research is needed in
order to validate the magnitude of such variations. We are not
aware of any study that has reported on the frequencies of
individual ABs and their response to well-defined mitigating
strategies in patients with cancer.

The use of the CHAT intervention resulted in a significant
decrease in patients’ opioid use without a worsening in pain
intensity levels. Previous studies have shown that patients at
risk for aberrant opioid use are more likely to have higher
opioid requirements and take a longer time to be weaned off
opioids [37, 38]. Patients who cope chemically [39, 40] tend to
escalate the use of opioids at disproportionate levels that may
result in deleterious consequences and safety concerns such as
excessive sedation, respiratory depression, overdose [41], or
even death. Care is needed in order to avoid undertreatment in
patients with cancer [42–44], but clinicians cannot discount the
potential harm and dangers associated with excessive utiliza-
tion of opioids.

The CHAT intervention, when provided by the supportive
care team, aims to mitigate maladaptive chemical coping and
reinforce positive coping strategies with an emphasis on physi-
cal function, family function, psychosocial care, spiritual well-
being, and other personal care needs [45]. The team ensures
that the intervention is conducted in a supportive and compas-
sionate manner. Our findings suggest that such intervention
embedded within the supportive care environment is particu-
larly effective in decreasing excessive opioid use without com-
promising good patient care.

Our exploratory data showed that younger age and higher
anxiety were significant predictors of AB. This is consistent with
numerous studies that have constantly identified age as a

Table 2. Univariate and multivariate analysis of potential predictors of aberrant opioid-related behavior

Univariate analysis Multivariate analysis

Covariate OR (95% CI) p value OR (95% CI) p value

Age (per year) 0.93 (0.89–0.96) <.0001 0.93 (0.89–0.96) <.0001

MEDD 1.01 (1.00–1.01) .002 NS

ESAS pain 1.30 (1.10–1.58) .004 NS

ESAS depression 1.27 (1.10–1.48) .001 NS

ESAS anxiety 1.33 (1.14–1.56) .0003 1.28 (1.09–1.53) .005

ESAS financial distress 1.35 (1.17–1.59) .0001 NS

SDS 1.03 (1.01–1.06) .0126

CAGE-AID (positive vs. negative) 5.57 (1.73–19.91) .004 NS

Abbreviations: CAGE-AID, Cut Down, Annoyed, Guilty, and Eye Opener questionnaire adapted to include drugs; CI, confidence interval; ESAS, Edmonton
Symptom Assessment System; MEDD, morphine equivalent daily dose; NS, not significant; OR, odds ratio; SDS, total symptom distress score.

Table 3. Average number of aberrant opioid-related behav-
iors per patient per month before and after the intervention

Aberrant behaviors per
month per patient

Median
(range)

Mean
(SD) p value

Before intervention,
n 5 30

3 (1–6) 3.2 (1.2) <.0001

3 months after
intervention, n 5 23

0.4 (0–3) 0.8 (0.9)

bolded p values indicate statistical significance.
Abbreviation: SD, standard deviation.
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strong predictor of opioid abuse [14, 46, 47]. Studies have also
shown that the coexistence of common psychiatric conditions
such as depression and anxiety disorders in patients with a his-
tory substance abuse is extremely high [48]. Some patients use
opioids in a maladaptive manner as a way of coping with the
stress from cancer and other associated mental health condi-
tions that may emerge during the diagnosis and progression of
their disease. Sometimes, treatment of such underlying condi-
tions will facilitate recovery from opioid abuse or minimize the
likelihood of relapse. The results from this study further under-
score the need for clinicians to intensify monitoring of patients
with these clinical characteristics.

This study is an innovative effort to appraise the clinical
effectiveness of a holistic strategy in managing aberrant opioid
use among patients with advanced cancer. Previous studies
have recommended strategies that aid in identifying such
patients such as the use of risk assessment tools [16], prescrip-
tion monitoring programs [19], UDS [20–22], and closer obser-
vation [17, 18]. However, once such patients are identified,
subsequent management becomes challenging for clinical
teams. Even in patients who convert to an opioid-adherent
behavior, the risk of relapse may be high due to the significant
stress levels associated with the disease. In a similar study of
195 patients with chronic noncancer pain referred by their pri-
mary care physicians to an Opioid Renewal Clinic due to AB
who underwent a structured multispecialty opioid risk manage-
ment program, about 53% did not have resolution of the
behavior at 1 year [49, 50].

Despite efforts by the SCC clinicians to detect ABs at every
encounter, it is possible that a significant number of patients
with AB went undetected during the study period. More
research is necessary to better characterize how ABs can be
detected more effectively using valuable tools such as random
UDS, as is done in some noncancer pain clinics [4, 51]. There
are no known formal guidelines regarding this tool’s use among
patients with advanced cancer [52]. Efforts to standardize its
integration and utilization in routine ambulatory clinics are
therefore warranted. Because patients with cancer differ from
patients without cancer in terms of symptom burden, needs,
and expectations, more studies are needed in order to better

define the timing, frequency, and extent to which UDS should
be implemented in this patient population. Our program is cur-
rently conducting various studies on random UDS to determine
its feasibility [17] and impact on patients, families, and
clinicians.

Limitations of this study include the retrospective design
and a relatively smaller sample size. Future studies may need
to be conducted prospectively at multiple centers with larger
sample sizes in order to improve research efficacy. Regrettably,
all the skilled interdisciplinary personnel may not be readily
available in smaller cancer centers. Possible ways to approach
the care of these complex patients in such situations might
include establishing ad hoc teams with experts from other insti-
tutions, referring to centers with the required interdisciplinary
capability, or merging some of the roles of the intervention to
suit immediate needs. More research will be necessary to
appraise these modified approaches.

Furthermore, we only reviewed patients in an ambulatory
setting with relatively better functional status. Future studies
should involve patients in the inpatient setting, because they
are likely to have different symptom severities and behavioral
expressions and may therefore respond differently to the inter-
vention. Another potential limitation is that part of the infor-
mation was based on patient self-report during their visits to
our institution. It is possible that patients with AB may inaccur-
ately report on their opioid intake or may purposefully not dis-
play certain behaviors in order to avoid detection. Lastly, the
observation period is relatively short and hence might have lim-
ited our ability to detect changes in patients’ opioid-related
behavior over a longer follow-up period.

CONCLUSION
Our study found that the use of the CHAT intervention
resulted in a significant reduction in the frequency of ABs
and the amount of opioid utilization among patients with
cancer receiving chronic opioid therapy. These findings have
implications for health care providers’ approach to a com-
plex clinical issue and offer a promising starting point for
the creation of a standardized universal strategy for clinical
teams dealing with patients on chronic opioid therapy.

Figure 1. Frequency and type of aberrant opioid-related behavior preintervention and 3 months postintervention. Describes AB observed
among 30 patients preintervention and 23 patients postintervention.

Abbreviations: AB, aberrant opioid-related behavior; AB1, opioid refill earlier than the expected time; AB2, excessive dose increase of
the opioid inconsistent with patient’s pain syndrome; AB3, lost or stolen opioid; AB4, seeking opioids from multiple providers; AB5,
request for specific opioid medications; AB6, resistance to changes in opioid regimen; AB7, reports of the use of street drugs; AB8,
abnormal urine drug test result if not accounted for above; AB9, other behaviors, such as impaired functioning in daily activities due to
opioid use, family member concerns about patient’s inappropriate opioid use, and tampering or forging opioid prescriptions.
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More research is needed to better characterize aberrant
opioid use and further verify the effectiveness of this
intervention in patients with cancer.
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For Further Reading:

Maxine de la Cruz, Akhila Reddy, Vishidha Balankari et al. The Impact of an Educational Program on Patient Practices for Safe
Use, Storage, and Disposal of Opioids at a Comprehensive Cancer Center. The Oncologist 2017;22:115–121; first published
on October 14, 2016.

Implications for Practice:

Prescription opioid abuse is a fast-growing epidemic that has become more prominent recently, even in the cancer pain popula-
tion. A previous study reported that 26% of cancer outpatients seen in the supportive care center either lose their pain medica-
tions or share their pain medications with someone else. This study demonstrates that the implementation of an opioid
educational program and distribution of educational material on opioid safety brings about an improvement in opioid storage,
use, and disposal practices in patients being prescribed opioids for cancer-related pain. This study highlights the importance of
consistent and thorough opioid education at every instance in which opioids are prescribed.

270 Interdisciplinary Approach to Aberrant Opioid Behavior

Oc AlphaMed Press 2017


